Background: Providing mental health care to socially marginalized groups is a challenge. There is limited evidence on what form of mental health-care generic (i.e. not targeting a specific social group) and group-specific services provide to socially marginalized groups in Europe. Aim: To describe the characteristics of services providing mental health care for people with mental disorders from socially marginalized groups in European capitals. Methods: In two highly deprived areas in different European capital cities, services providing some form of mental health care for six marginalized groups, i.e. homeless, street sex workers, asylum seekers/refugees, irregular migrants, travelling communities and long-term unemployed, were identified and contacted. Data were obtained on service characteristics, staff and programmes. Results: In 8 capital cities, 516 out of 575 identified services were assessed (90%); 297 services were generic (18-79 per city) and 219 group-specific . All cities had group-specific services for the homeless, street sex workers and asylum seekers/refugees. Generic services provided more health-care programmes. Group-specific services provided more outreach programmes and social care. There was a substantial overlap in the programmes provided by the two types of services. Conclusions: In deprived areas of European capitals, a considerable number of services provide mental health care to socially marginalized groups. Access to these services often remains difficult. Group-specific services have been widely established, but their role overlaps with that of generic services. More research and conceptual clarity on the function of group-specific services are required. 
Mental health-care provision for marginalized groups
Background P eople from socially marginalized groups have limited access to social resources such as housing, income, employment, education, social support and healthcare. [1] [2] [3] Providing good mental health care to people from marginalized groups is a particular challenge.
One reason for this is that prevalence rates of mental disorders tend to be raised in such groups. For example, as compared with the age-matched general population, homeless people in Western countries have higher prevalence rates of alcohol and drug dependence, psychoses and personality disorder. 4 Refugees are up to 10 times more likely to suffer from post-traumatic stress disorder. 5 Higher levels of anxiety, depression and suicide have been identified among Roma, Gypsy and Traveller populations. 6, 7 Female sex workers have higher rates of mental disorders compared with the general female population in Europe. 8 A second reason is that people from marginalized groups can experience problems accessing health services and that services struggle to reach people with mental disorders in such groups and engage them in care. There can be administrative, financial and attitudinal barriers to accessing health services, [9] [10] [11] [12] [13] and an inequitable distribution of health resources can result in a lack of targeted programmes. 14 The European Commission (EC) is committed to reducing health inequalities 15 and addressing the needs of marginalized groups. 16 The EC Green Paper on mental health 17 states that support for vulnerable groups can improve mental health, strengthen social cohesion and avoid associated social and economic burdens. The Green Paper strategy includes both increasing access to mainstream services and opportunities, and developing targeted approaches where necessary. However, there has been no systematic research so far on the mental healthcare actually provided for marginalized groups through generic mainstream services or through targeted specific services for these groups in Europe.
Against this background, this study aimed to assess the characteristics of and programmes offered by generic and group-specific services that provide some type of mental health care to socially marginalized groups in Europe. Since appropriate care for such people may require a range of different interventions, a wide and inclusive understanding of mental health care was used. The study identified and assessed services providing care for six marginalized groups: the homeless, street sex workers, asylum seekers and refugees, irregular migrants, travelling communities and the long-term unemployed. It focused on the most deprived areas in capital cities, assuming that marginalized groups are more frequently represented in such areas.
Methods
The PROMO study ('Best Practice In Promoting Mental Health In Socially Marginalized People In Europe') was funded by the European Commission. It was conducted in 14 countries: Austria, Belgium, Czech Republic, France, Italy, Germany, Hungary, Ireland, The Netherlands, Poland, Portugal, Spain, Sweden and the UK. The study aimed to assess all generic-and group-specific services providing some type of mental health care for one or more of the socially marginalized groups in the two highly deprived areas of each capital city. Generic services were those providing care to any member of the population, whilst groupspecific services focused on one of the studied groups.
Socially marginalized groups
For the purpose of the study, the definition of homelessness comprised two categories of the ETHOS typology 18 : rooflessness (sleeping rough or in emergency accommodation) and houselessness (sleeping in hostels or other temporary accommodation). Asylum seekers and refugees were defined in relation to the 1951 UN Convention Relating to the Status of Refugees. 19 An asylum seeker is a person who has been applying for refugee status according to the Convention, and a refugee is a person who has been granted refugee status. Irregular migrants are those who are not in possession of a legal residency permit in the host country. The definition of street sex workers focused on individuals who sell sex outdoors. 20 The definition of long-term unemployed was based on the EUROSTAT 21 definition of a person of the national working age who has been out of employment for !12 months. Travelling communities were defined as any community that is committed to a nomadic or travelling lifestyle and/or regard travelling as an important part of their cultural identity. This definition included also those who are settled but face marginalization because of associations with travelling lifestyle tradition.
Identification of deprived areas
In each capital, two highly deprived areas were identified using available indices of deprivation (the two most deprived areas if feasible). The population size of each area was intended to be between 80 000 and 150 000 inhabitants, with some flexibility to accommodate different local contexts and administrative boundaries. If the chosen areas were too small, contiguous areas were combined to achieve the target size.
Identification of services
In each area, we identified all services providing any type of mental health care to people from any of the included marginalized groups, applying an inclusive understanding of mental health care to accommodate different health and social care systems. Services were first identified using available directories and lists, as well as information from local clinicians and local experts for one or more of the target groups. In interviews with services, the lists were then consistently complemented. Services located outside the area, but providing care for people from that area, were also included. In several cities, there were services providing care to people from both areas. To avoid double counting of these services, data for the two areas in each city were analysed and presented together.
Recruitment and classification of services
The managers of the identified services were contacted and informed about the aims of the project. Interviews were carried out either face-to-face or over the phone. The assessments were conducted with the service managers themselves or with other members of staff with relevant knowledge.
The services were classified as either generic or group-specific. If !50% of the people using a service were from one of the marginalized groups, the service was classified as specific for that group. In cases where this was difficult to assess, the self-definition of the service was used as the key criterion.
Assessment of services
Using an iterative process involving researchers from all participating countries, a structured questionnaire was developed for assessing services and translated into the languages of all participating countries. Three pilot interviews were carried out in each country to assess the applicability and suitability. The final questionnaire obtained data about service organization including the type of provider, funding, accessibility, routine data collection, characteristics of staff and programmes provided to people with mental health problems from marginalized groups.
We assumed that data of at least 70% of all relevant services in the two areas would enable us to analyse the roles of generic and groupspecific services in the given capital.
Data analysis
Since the study assessed areas and services meeting the defined inclusion criteria, and made no claim to generalize the findings to other areas, we restricted the analysis to descriptive statistics, using SPSS, version 18 (SPSS Inc., Chicago, IL, USA).
Results

Number and type of services
In total, 811 services were identified and 617 assessed across 14 European capital cities. In six capitals, <70% of services identified were assessed (Prague: 19 services assessed out of 38 identified services; Budapest: 5/12; Rome: 34/80, Stockholm: 5/11; Madrid: 17/40; Lisbon: 21/55). These six capitals, with a total of 101 assessed services, were not included in the analysis presented in this article.
The following areas were chosen for assessment in the eight capitals included in the analysis (the two most deprived ones except in Paris):
Vienna In these eight capital cities, 575 services were identified and 516 (90%) assessed. Table 1 shows the number of identified and assessed services in each capital. Non-assessed services could not be classified as generic or group-specific because of the lack of information on them.
In total, 297 services were generic and 219 services were specific to one of the marginalized groups, with the highest number for the homeless and the smallest for irregular migrants and travelling communities. Specific services for the homeless, street sex workers and asylum seekers/refugees existed in all cities. Services for irregular migrants, travelling communities and the long-term unemployed were found only in some cities. The number of group-specific services varied across cities, particularly those for the homeless and the long-term unemployed.
Characteristics of services
The type of provider, the accessibility of services and routine data collection are shown in table 2.
More than 90% of services were provided by the state or not-for-profit organizations. Out of all services, 43% operated outside normal office hours and 36% had no exclusion criteria. Among group-specific services, those for street sex workers were the most accessible ones: 95% accepted self-referrals, 52% operated outside normal office hours, 62% had no exclusion criteria and only one service had a waiting list.
Declared patient involvement in the management and delivery was reported for 36% of services, with higher percentages in group-specific services.
Overall, 85% of services routinely collected data about the characteristics of their patients and 46% about patient satisfaction and experience. Only 38% of services made such data publicly available. The latter percentage was higher in group-specific services than in generic ones. Table 3 summarizes the professional background of staff in the assessed services.
Professional background of staff
Generic services employed staff from a wider range of professional backgrounds. Social work was the only background that was represented in >50% of both generic and group-specific services. There were some differences among the specific services for different groups, i.e. services for the homeless more often had social workers and services for the long-term unemployed more often had counsellors.
Programmes provided
The programmes provided by the services are listed in table 4.
Generic services more often provided health interventions of a medical nature, i.e. individual and group psychotherapy, occupational therapy, medication and alcohol and substance abuse treatment. Group-specific services more often tended to provide outreach and social support in the form of social welfare support, housing advice and support, legal advice, job coaching and befriending. However, most types of programmes were provided by a similar percentage of generic and group-specific services. The difference between the percentages of services that provided a defined programme was 20% for 13 of the 17 assessed types of programmes, and only for four programmes >20%.
There was considerable variation in the programmes provided by specific services for different groups. For example, 95% of services for street sex workers, but only 30% of those for irregular migrants, did outreach work. Some of these differences were linked to the specificities of the each target group, e.g. a higher percentage of housing advice and support in services for the homeless and more job coaching in services for the long-term unemployed. 
Discussion
Main findings
A substantial number of services are involved in providing mental health care for socially marginalized groups in deprived areas in eight European capitals. The absolute numbers are difficult to compare across the eight cities, because of the differences in the national health and social care systems and the different sizes of the areas studied. In Berlin alone, 140 services providing mental health care for two deprived areas were identified (and 129 of them assessed). Group-specific services providing some form of mental health care exist in each city, although not necessarily for all of the groups. They tend to offer more outreach programmes and social support but fewer medical interventions. However, there is a large overlap in what generic and group-specific services provide and the differences are not clear cut, either in terms of the professional background of staff or with respect to the programmes offered.
Strengths and limitations
The study assessed mental health care for several marginalized groups using a similar methodology in several European countries and analysed data from more than 500 services. The inclusion of six groups and the availability of data from eight countries allow more general conclusions to be made than a narrower focus on only one group or one country. We used the same criteria to identify services in all countries, and asked all interviewees about further services in the area, so therefore the list of services for each area is likely to have been comprehensive. In the eight cities that were included in the analysis, we had an overall response rate of 90%, which can be regarded as very good for this type of research.
All services were assessed using the same instrument which had been developed and piloted in collaboration with all partners.
The study also had several limitations. In 6 out of 14 cities, we failed to assess >50% of services, and therefore did not include the data in the analysis. The exact definitions of the marginalized groups (27) 64 (29) 20 (23) 8 (38) 25 (53) 5 (50) 1 (9) 5 (12) 143 (28) No (29) 104 (50) 41 (48) 12 (60) 22 (49) 6 (75) 6 (60) 17 (42) 186 ( 
Psychiatrists a 100 (34) 20 (9) 9 (10) 3 (15) 6 (13) (48) 52 (24) 16 (18) 3 (15) 18 (39) 3 (33) 1 (9) 11 (28) 192 (38) Counsellors c 46 (16) 55 (26) 7 (8) studied varied in the different national contexts. Also, the understanding of the categories and of the terminology used in the questionnaire is likely to have varied across countries and, to a lesser extent, even among interviewees in the same country. All data are based on interviews with staff. The answers may have been influenced by a lack of information or biased in the direction of social desirability. As a result, the exact percentages of answers should be interpreted with caution. Finally, although we found commonalities across the six studied groups and eight cities, findings cannot necessarily be generalized to other marginalized groups (e.g. ex-prisoners or isolated elderly) or to areas outside capital cities.
Organization of services
All cities had group-specific services playing a role in the provision of mental health care for the homeless, asylum seekers and refugees, and street sex workers. Services targeting irregular migrants or travelling communities were relatively rare. In the case of irregular migrants, this may be due to their limited entitlement to health care in most EU countries. 11 With regard to travelling communities, the low provision of specialized services may reflect a lack of awareness of these groups, a reluctance to overcome the barriers of reaching them or a low political priority to fund targeted services. 6 The availability of professional interpreters was low in both generic and group-specific services with somewhat higher figures for asylum seekers/refugees and for irregular migrants. This appears problematic given the frequent language barriers with these groups. [22] [23] [24] [25] The payment of an 'out-of-pocket' fee was required by a proportion of generic-and group-specific services. Among group-specific ones, the rate was particularly high in services for the homeless, in some cases reflecting the ethos of fostering the self-reliance of the patients. However, reports suggested that even a small up-front charge can deter homeless people from accessing healthcare. 10 Overall, only a minority of services made data about patient characteristics and experiences publicly available. This is in line with findings that only in a minority of European countries does the public health culture include programme evaluation. 3 More group-specific than generic services made their data publicly available, possibly due to the predominance of funder-orientated not-for-profit organizations.
Assuming that marginalized groups are difficult to reach, active outreach programmes appear required to overcome barriers and engage people from these groups in mental health care. Yet, the provision of outreach was low in both generic and group-specific services. In addition, most services had exclusion criteria and did not operate outside office hours, and many had waiting lists. Considering all these restrictions, the question arises as to whether services for marginalized groups still tend to be organized in traditional ways that are not sufficiently flexible to facilitate access for people with mental disorders. [26] [27] [28] Individual and group psychotherapy was provided by a relatively small number of group-specific services, with the highest rates in services for irregular migrants and asylum seekers/refugees. This is likely to reflect the high prevalence of post-traumatic stress disorder and other mental disorders that may occur as consequences of war and political persecution.
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Implications
The findings have several implications for health policies for marginalized groups in Europe. First, the high number of services providing some sort of mental health care requires coordination. For any clinician working in a deprived area, it will be difficult to be fully aware of the dozens of other services that also provide some type of mental health care and with which they might collaborate to provide optimal care for a given patient. Such information will be even more difficult to obtain for people in marginalized groups who seek help. Thus, if so many services are established and funded, there is a need to make information about the services easily available and to coordinate their activities.
Secondly, data about how services are used by their target groups and about the experiences and outcomes of patients should be regularly obtained and made publicly available. This will provide more transparency, support service development, underpin funding decisions and facilitate the required coordination.
Thirdly, as suggested by the EC Green Paper on mental health, generic mainstream services and group-specific services do play a role in mental health care for marginalized groups. However, the exact function of the two types of services and their differences are A substantial number of generic and group-specific services provide some form of mental health care to socially marginalized groups in deprived areas of European capitals. All cities had group-specific services for the homeless, street sex workers and asylum seekers/refugees, but not for irregular migrants and travelling communities. Both generic and group-specific services often have organizational characteristics that may restrict accessibility to people with mental disorders from marginalized groups. The differences between generic and group-specific services were not clear cut, either in terms of the professional background of staff or with respect to the programmes offered. Policies on mental health care for marginalized groups should ensure that the large number of services involved are coordinated, that services are accessible and that group-specific services have a clearly defined role that is distinct from that of generic services. 
Introduction
N early all European countries have been affected by the economic crisis that began in 2007, but the consequences have been among the worst in Spain. In the decade preceding 2007, Spain's economy was among the fastest growing in Europe, averaging annual gross domestic product (GDP) growth rates above 5%. 1 Signs of economic collapse were evident when the housing market fell at the end of 2007. Spain's debt-driven construction boom came to a halt, leading to a rapid reversal of fortune as the country's stock market deflated from 125% of GDP in November 2007 to 54% 1 year later 2 and its economy contracted leading to job losses, housing repossessions and large government budget deficits. 3 At the beginning of 2010, over 20% of working-age Spaniards (or 4.5 million people) were unemployed, a rise from 8.5% in 2006 and the highest rate in Western Europe. 4 Public health officials have raised concerns that recession on this scale, and its economic consequences of unemployment, debt and losses of income, have potential health consequences. 5 The fear and insecurity generated by the anticipation of unemployment is also associated with poor physical and mental health, in some cases even more than with actual job loss. [6] [7] [8] However, some analysts suggest that there may be counter-intuitive health benefits during hard economic times, as people may smoke and drink less and potentially walk instead of drive while road traffic diminishes as transportation due to commercial purposes (cargo) declines.
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